MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63-014826

o F PU 2
PARTMENT OF PUBLIC HEALTH AND WELFARE /4 o Jod i -Z b STATE FILE NUMBER
agistrar's No. -———

Registration District No — Primary Registration District NoSL ¥ &7 ¢Tr=
DO NOT WRITE ”
S oo | FHEES AT

1. PLACE OF DEATH e 2. USUAL RESIDENCE ‘[Wher- decensad lived. M imstilution: Residence before
2. COUNTY Audrain a. STATE b. COUNTY admiasion)

V5300
Rev. 4/ 59

b. C(I)I;Y (I outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
CR

TOWN Y
Hexico. MQ TOWN n es [ Ne O
c. FULL NAME OF (If NOT in hospital, glve location) Inside Limits djg’%EEE‘gs g (l; oum‘sa, ii!. location) Reside on Farm
R

1
0047 HOSPITAL OR

2 o 7o INSTITUTION ! I I G t I! i 4 3 Yau [ Ne [ Yes ] No [

3 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeoar
{Type or print) [o]

iva Aléy.r_f.ln Strube DEATH May-6-105%
/ 5. SEX 6. COLOR OR RACE 7. Married Never Married [ 8. DATE OF BIRTH | - AGE (lsat birthday) | IF UNDER 1 YEAR IF UNDER 24.HR

2 P Whi te Widowed 3] Divorced [ L_35. 1885 Months | Days | Hours | Min.

78
108. USUAL. OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY

durinﬁmnst of woerking life, even if retired) - - - - - -
ousevwi fe ¢
13a. FATHER'S NAME 13b, MOTHER'S - MAIDEN:NAME ¥ NAME OF HUSBAND CR WIFE
¥illiam J A},j,g:bgn%
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16.

{Yes, no, or unl:nown)l {If yes, give war or dates of

DATE AMENDED

18. CAUSE OF DEATH: (Enfer only one causs pe i ] ] i " INTERVAL BETWEEN
PART | DEATH WAS CAUSED BY: : : . ONSET AND DEATH

IMMEDIATE CAUSE {a) ¥~ T ol Mrwvater

Conditions, if any. DUE TO {b) *__@\mmﬁuwwm—) 3 :
whith gave rise to K

above cauie (a),
stating the under-
lying cause lest. DUE TO (c)

PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH bur_not relsted to the terminal PART 111. f  deceased  was  female was
C g3e condition given in PART | [a) there a pragnancy in last 90 days.

— ‘ T - L — IDYes I O Ne l 0O Unknwm-

19. WAS AUTOPSY a. ACCIDENT  SUICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? m} 0O m] .
Yes [ NOG

<. TIME OF  Foul ~ Month, Day, Yew |
INJURY am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home; | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factory, street, oiflcs bidg., etc.}

NOT WHILE AT WORK (]
el - - \ - —- - her . iy’ s
21, | sttended the deceased from ‘! t.c & 3' to__ad = & and last saw_‘.ﬁ’ulwe o.\éL"_‘Lﬂ_B_
Death cccurred at. : . '1 M m oh the date siated sbove, and to the best of my knowledge, from the causes stated.

225, SIGNATURE {Degres ar title) 22b. ADDRESS 22c. DATE SIGNED

. - LJA bl Lu S 7“7’ ZB
23a, BURIALY CRI 23b. DATE c. NAME OF ‘CEMETERY OR CREMATOR 23d. L_OCATI_GN'(Ciry, tawn, or tounty) (State}

EMOVAI. tSpacify)

__ﬁlﬂi_&l__—;&m——'—- DATE CPTAOCAL REG. | T,

24. FUNERAL DIRECTOR ADDRESS R

D B Baker New Florence,Mo )77/9‘/ ﬁ"/?é 3 |

{Licansed Embalmer's Staiemgnl on Reverse Side)
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MEDICAL CERTIFICATICN

USE BLACK INK

SHOULD-READ

BY AFFIDAVIT OF

ITEM NQ.




STATEMENT BY LICENSED EMBALMER

1
.

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - Student Embalmer No.

working under my persanal supervision.

Student

Signature of Student Embalmer

Pad
Licensed Embalmer No 5 ﬂL CD r?—'

. P.O AddressM.}% .

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with. the above constitules grounds for revocation of license).

If embalmed by a STUDENT, he alse shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.

RO DA




